The authors concluded that there was support for rescue percutaneous coronary intervention (PCI) and systematic and early PCI after fibrinolysis, but no support for fibrinolysis-facilitated PCI compared with primary PCI alone. Although the authors' conclusion appears to follow from the results presented, the lack of an assessment of study quality makes it difficult to confidently assess the reliability of the conclusion.
accepted the original authors' definitions of outcomes and assessed outcomes at the longest end point reported.
How were decisions on the relevance of primary studies made? Two reviewers independently selected the studies.
Assessment of study quality
The authors did not state that they assessed validity.
Data extraction
Two reviewers independently extracted the data on an intention-to-treat basis and resolved any disagreements through consensus. For each study, the numbers of patients with outcomes of interest were presented. Where required, the authors of primary studies were contacted for additional data.
Methods of synthesis
How were the studies combined? The studies were grouped by intervention. Pooled odds ratios (ORs) and 95% confidence intervals (CIs) were calculated using a random-effects method (Mantel-Haenszel).
How were differences between studies investigated?
Statistical heterogeneity was assessed using the chi-squared statistic. Studies that compared systematic and early PCI versus delayed and/or ischaemia-guided PCI conducted during the 'stent era' and the 'balloon era' were analysed separately. Other differences between the studies were discussed.
Results of the review
Fifteen RCTs (n=5,106) were included.
Rescue PCI after failed fibrinolysis versus no PCI (5 RCTs, n=920).
At the longest follow-up, rescue PCI was associated with a non-statistically significant reduction in mortality compared with no PCI (OR 0.69, 95% CI: 0.41, 1.57, p=0.16), a significant reduction in the combined outcome of death or reinfarction (OR 0.60, 95% CI: 0.39, 0.92, p=0.019) , and a significant increase in major bleeding (11.9% versus 1.3%, OR 9.05, 95% CI: 3.71, 22.06, p<0.001). Bleeding most commonly (82%) originated in the femoral sheath and no cases were fatal. No significant heterogeneity was found for any of these meta-analyses.
Systematic and early PCI versus delayed and/or ischaemia-guided PCI (6 RCTs, n=1,507).
Systematic and early PCI in the 'stent era' (3 RCTs) was associated with a non-statistically significant reduction in mortality (OR 0.56, 95% CI: 0.29, 1.07, p=0.07), a significant reduction in the combined outcome of death or reinfarction (7.5% versus 13.2%, OR 0.53, 95% CI: 0.33, 0.83, p=0.0067), and no significant increase in major bleeding (OR 1.18, 95% CI: 0.60, 2.30, p=0.64). In the 'balloon era', systematic and early PCI was associated with a non-statistically significant increase in mortality (5.5% versus 3.9%, OR 1.44, 95% CI: 0.69, 3.06, p=0.33) and the combined outcome of death or reinfarction (9.6% versus 5. 7%, OR 1.76, 95% CI: 0.97, 3.21, p=0.06) . No significant heterogeneity was found for any of these meta-analyses. Significant heterogeneity was found for the analysis of death and reinfarction when 'stent era' and 'balloon era' studies were combined.
Fibrinolysis-facilitated PCI versus primary PCI alone (4 RCTs, n=2,679).
Fibrinolysis-facilitated PCI was associated with a non-statistically significant increase in mortality (1.30, 95% CI: 0.92, 1.83, p=0.13) and a significant increase in reinfarction (5% versus 3%, OR 1.68, 95% CI: 1.12, 2.51, p=0.013). There was no significant difference between strategies in the risk of major bleeding (OR 1.23, 95% CI: 0.74, 2.05, p=0.42) . No significant heterogeneity was found for any of these meta-analyses.
